Family-based interventions are an efficacious and effective way to prevent negative developmental outcomes for adolescents. This article reviews the family-based interventions that have been found to be efficacious in improving protective factors and reducing HIV-related risks and behaviors in parents and their adolescents. The review is the foundation for an examination of the common elements across the efficacious family-based interventions. There are a number of common strategies and elements encompassing these evidence-based interventions that provide direction about effective practices for families that can assist providers and clinicians to incorporate evidencebased content or elements and processes into their work with families.
Developmental and other research suggests the need for and importance of family-based interventions for adolescents who are at risk for HIV (Taylor & Biglan, 1998) . Positive, warm, and nurturing parent-child relationships support the safe trajectory of adolescents into adulthood and deter risky behaviors that can derail a smooth transition (Sandler, Schoenfelder, Wolchik, & MacKinnon, 2011; Steinberg & Morris, 2001) . Adolescents do best when their relationship with their parents is positive and communication is open (Akers, Holland, & Bost, 2011) . Parents who engage in what are viewed as good parenting practices, such as continuing to monitor their adolescents and establishing family routines and rituals, usually have adolescents with healthier developmental outcomes (e.g., engage in more prosocial behaviors and fewer behavioral problems) (Grusec, 2011) . These parenting practices, however, are often the most difficult to continue when children become adolescents because parent-child relationships can be more conflictual, less warm, and less cohesive during adolescence, especially early adolescence (Smetana, Campione-Barr, & Metzger, 2006) . Families clearly need support during this transitional period when adolescents are also maturing sexually and may engage in unsafe behaviors that put them at increased risk for HIV infection (Sandler et al., 2011) .
Family-based interventions are an efficacious and effective way to intervene and assist parents and adolescents in managing the transition to adulthood (Taylor & Biglan, 1998) . Familybased interventions have been used across racial and ethnic groups (Baptiste et al., 2009; Pantin et al., 2003) and with many different high-risk adolescent populations including adolescents who are delinquent (Henggeler, Melton, & Smith, 1992) , suicidal (Rotheram-Borus, Piacentini, Miller, Graae, & Castro-Blanco, 1994) , substance users (Dishion & Owen, 2002; Hawkins & Fitzgibbon, 1993; Kumpfer, Alvarado, Tait, & Turner, 2002) , homeless (Milburn et al.,2012) , and have parents living with HIV (Rotheram-Borus et al., 2003; Rotheram-Borus, Lee, Lin, & Lester, 2004) . Consequently, family-based interventions are increasingly being used to prevent HIV infection in adolescents (Milburn et al., 2012) .
While research has underscored the importance of family-based interventions, their widespread adaptation by providers and clinicians for HIV prevention has been slow. This article intends to help accelerate the adaptation and implementation of evidence-based approaches. First, we provide a brief general overview of the seven family-based interventions that have been found to be efficacious in improving protective factors and reducing HIV-related risks and behaviors. We then identify the common elements across these efficacious family-based interventions that are grounded in the strong literature on family practice that support healthy child development. Understanding common elements that encompass these evidence-based interventions can facilitate greater implementation by providing direction to and assisting providers and clinicians in incorporating evidence-based practices into their work with families. We conclude with a discussion of the implications for clinical practice, as well as adaptation and dissemination, of identifying the common elements in family-based interventions.
Overview of Family-Based HIV Interventions
We begin with an overview and discussion of efficacious family-based HIV interventions. Most HIV interventions for adolescents that involve parents focus on teaching parents how to communicate with their adolescents about sexual topics and substance use and often include media campaigns, videos, and workshops (Coyle et al., 1999; Crawford et al., 1990; Dilorio, McCarty, Resnicow, Lehr & Denzmore, 2007; Dilorio, Resnicow, McCarty, De, Dudley, Wang, & Denzmore, 2006; Forehand et al., 2007; Guilamo-Ramos et al., 2011; Huston, Martin, & Foulds, 1990; Miller et al., 1993; O'Donnell, 2010; Schuster et al., 2008) . These interventions have been efficacious in increasing knowledge about safe sex practices or intention to communicate about sex and some have positive behavioral outcomes, such as delaying initiation of sex and increased condom use. One could argue, however, that most of these interventions are not truly family-based because parents and adolescents are treated separately and not as a family unit. It is more accurate to classify them as parent-based (or parenting) interventions. Very few interventions bring parents and adolescents together in at least one session (Baptiste et al., 2009; Brody, Kogan, Chen, & McBride Murry, 2008; Milburn et al., 2012; Pantin et al., 2003) . This overview only focuses on family-based interventions that included at least an equal number of conjoint and separate sessions. For example, we included a 16-session intervention where the parents and adolescents were together for 8 sessions (Rotheram-Borus et al., 2003) . We did not include an eight-session intervention intended to increase communication about sex and condom use that was delivered only to parents at their workplace (Schuster et al., 2008) . Further, all of the identified interventions have been efficacious in increasing protective factors for adolescents (e.g., Brody et al., 2004) or decreasing sexual and substance use risk behaviors (e.g., Milburn et al., 2012) . The interventions are presented in chronological order of development, starting with the earliest to provide a historical perspective that demonstrates how intervention content and delivery has evolved with changes in social and public policy (e.g., degree of specific information about sexual behaviors) and technology (e.g., use of videotapes). Table 1 provides a summary of the seven interventions.
FACTS & feelings
One of the first family-based HIV prevention interventions is the FACTS & feelings program (Miller et al., 1993) , which focused on parent-adolescent communication about sex to promote abstinence among early adolescents, ages 12 to 14 years. The intervention consisted of six videotaped units about sex that range from less threatening to more threatening topics (1, Changes-changes associated with puberty such as physical changes; 2, Values-values pertaining to sexual behavior such as abstinence and core values such as "respect for oneself" and "respect for others"; 3, Facts-facts such as anatomy and reproduction; 4, Meanings-what sexuality means and the importance of abstinence and delaying sexual intercourse; 5, Choicesconsequences of early initiation of sexual behaviors including intercourse; and 6, Skillsrefusal skills). Brief printed materials were provided with the videotapes. The videotapes were designed for parents and adolescents to watch together. The videotapes were delivered to the home and collected at the end of three months. Biweekly reminder phone calls to watch the videotape were made by the interventionists who delivered the videotapes. Data on use of the videotape were collected at that time.
A randomized control trial (RCT) of FACTS & feelings was conducted with a predominately European-American sample of parents and adolescents with three months and delayed (12 months) follow-up assessments (Miller et al., 1993) . Families of seventh and eighth grade students were recruited through the schools in rural and urban school districts in Utah. Families were randomly assigned to one of three intervention or control conditions: videotapes and newsletters, videotapes, and control that did not receive the videotapes or the newsletters. Both interventions improved the frequency of parentadolescent communication for the adolescents and their parents, both fathers and mothers, compared with the control group. Comparing the two treatment groups, the use of videotapes and newsletters improved the frequency of parent-adolescent communication for the adolescents slightly more than the use of videotapes alone. There was no difference for the parents. Both interventions also improved the quality of parent-adolescent communication for the fathers and mothers in the treatment groups compared to the control groups.
ImPACT (Informed Parents and Children Together)
The ImPACT program targeted parental monitoring and parent-adolescent communication about HIV, and safe sex practices (e.g., abstinence, condom use and not combining sex and substance use) to improve condom use skills (e.g., how to put condom on properly without tearing it, etc.). Similar to the FACTS & feelings program, a videotape was used to present the content of the intervention. The videotape, which provided examples and information on HIV risks and parental monitoring via interviews, conversations between parents and adolescents, and discussions among adolescents, was shown in homes by an interventionist. Families watched the videotape with the interventionist, role played with scripted vignettes, demonstrated how to use a condom, listened to the interventionist (e.g., facilitator) highlight the most salient points of the videotape, and did another role play.
A RCT of ImPACT was conducted with African-American adolescents, ages 12 to 16 years, and their parents/guardians with two-and six-month follow up assessments . Families were recruited from public housing sites. Participants were randomized to the ImPACT intervention condition or a control condition that consisted of another video that focused on education and career planning (the Goal for IT program developed by the same research team that developed ImPACT). The duration and implementation of each condition were the same including a video, exercises, and printed materials. ImPACT had a positive effect on condom use skills for both adolescents and parents. Adolescents and parents in the intervention group were more likely to engage in the skills necessary to use a condom correctly than their counterparts in the control group.
Project TALC (Teens and Adults Learning to Communicate)
The earlier family-based interventions rely on videotapes for fidelity, but more recent and current family-based interventions, such as Project TALC and the remaining interventions that will be discussed in this article, ensure fidelity by providing manualized group or individual family sessions delivered by trained facilitators. Project TALC consisted of 24 sessions that are delivered in groups; 16 of these sessions included the parent and adolescent together in the group (RotheramBorus, Lee, Gwadz, & Draiman, 2001; Rotheram-Borus, Lee, Leonard, Lin, Franzke, et al., 2003) . The first eight sessions focused on the HIVϩ parent dealing with adapting to being HIVϩ, maintaining a healthy lifestyle, addressing stigma, and disclosure issues. The remaining sessions for both the parent and adolescent targeted parent-child relationships, avoiding risky sexual behaviors, refusal, and condom use skills. Problem-solving and goal setting activities were integral to all the sessions.
A RCT of Project TALC was conducted with predominantly ethnic/racial minority (35% African American and 50% Latino/a) adolescents, ages 11 to 18 years, with a parent living with HIV/AIDS (Rotheram et al., 2003) . Adolescents with an HIV positive parent were recruited through an AIDS services program. Families were randomly assigned to the Project TALC intervention group or a usual care control group. Comparing the intervention and control groups, Project TALC produced improved mental health in parents (e.g., reduced anxiety) and adolescents (e.g., reduced conduct disorders, anxiety and depression), and decreased drug use, the number of sexual partners, and pregnancies among adolescents and the effects lasted for at least four years.
Familias Unidas
Family-based interventions that target specific ethnic/racial minority groups have also emerged. The Familias Unidas intervention was designed for Hispanic families (Pantin, Coatsworth, Feaster, Newman, Briones et al., 2003; Prado et al., 2007; Prado & Pantin, 2011) . The intervention consisted of three primary components: (1) parent groups wherein parents learn from other parents to develop skills to address sexual risk behaviors and substance use with their adolescent children; (2) home visits from a highly trained facilitator who works with the parents to teach the skills that they have learned to their adolescent children; and (3) having parents engage in all the major areas of the adolescents' life (family, peer, school). The intervention provided opportunities for parents to interact with their adolescents' peers and conducted visits to school counselors to increase understanding of school life. The intervention has been found to be efficacious in reducing substance use and unprotected sex at three months follow up (Prado et al., 2012) in a recent RCT with a sample of at-risk Hispanic delinquent adolescents recruited in schools and referred by juvenile services.
Strong African-American Families
The Strong African-American Families program consisted of seven weekly separate sessions for parents and adolescents and joint parent-adolescent sessions (Brody et al., 2004) . The sessions were done consecutively so that parents and adolescents meet in their respective groups and then came together to practice and rehearse what was learned in the separate sessions. Parents learned about parental monitoring, racial socialization, how to communicate about sexual issues, and how to set expectations about alcohol use. Adolescents learned about following household rules, how to cope with racism, goal setting, substance use, and how to resist negative influences. Information was provided to parents and adolescents in the sessions via videotapes, guided discussions and roleplays.
The efficacy of the Strong African-American Families program intervention has been examined in a RCT with African-American adolescents, age 11 years, and their mothers with a seven-month follow assessment (Brody et al., 2004) . Families were randomly selected at the county level after randomization from schoolprovided lists of 11-year-old students. The control condition did not receive intervention. Comparing the intervention and control groups suggested the Strong African-American Families program improved communication and increased adolescent protective factors such as having goals, being accepting of parental influence about alcohol, having a negative image of drinkers, and feeling efficacious about resisting substance use.
Caribbean Family HIV Workshop
The Caribbean Family HIV Workshop was a 12-module intervention with core elements that include the following: (1) multifamily groups with parent and youth breakout groups and individual family discussions, (2) parent-adolescent communication about sex, puberty, cultural influences, and HIV risks, (3) clear and accurate information on HIV, (4) workbook activities, and (5) concrete HIV prevention tips and action steps (Baptiste et al., 2007) .
The efficacy of the Caribbean Family HIV Workshop has been examined in a RCT with a six-month follow-up assessment. Parents of adolescents were recruited through flyers and open houses at community settings such as schools and churches. Parents and their adolescents, aged 12 to 14 years, were randomized to the intervention or control group. The control group attended a workshop on family-related topics and received printed materials including information on HIV and other STI. Parents who participated in the intervention, when compared with those in the control group, showed improvements in HIV knowledge and attitudes, general communication and communication about sex, as well as parental monitoring.
STRIVE (Support to Reunite, Involve and Value Each Other)
The STRIVE (Support to Reunite, Involve, and Value Each Other) (Milburn et al., 2012) program is a brief five-session intervention that targets homeless adolescents and a parent or guardian. The sessions' content based upon cognitive-behavioral theories was designed to improve problem solving and conflict resolution skills. The intervention tools included the following: tokens to reinforce desired behaviors, a feeling thermometer to teach emotional regulation, a "think-feel-do" problem-solving model to operationalize and tackle problems, role playing, and reframing to conceptualize problems and solutions in a way that does not blame the parent or the adolescent.
A RCT of the STRIVE intervention was conducted with predominantly ethnic/racial minority (Latino/a 62% and African American 21%) sample of homeless adolescents, ages 12 to 17 years, and their parents. Homeless adolescents were recruited from community-based settings (e.g., shelters and schools) and direct recruitment (e.g., advertisements and flyers). Families were randomly assigned to the intervention or control condition. The control condition was standard care or referrals for services. The STIVE intervention was found to be efficacious over 12 months; adolescents in the intervention group reported engaging in less sexual risk behaviors (e.g., fewer sexual partners), substance use, and delinquent behaviors than those in the control group.
Common Elements of HIV Family-Based Interventions
Identifying the seven efficacious familybased interventions allows us to consider the commonalities across these programs that are grounded in the strong literature on the family practices that support healthy child development. The success of these interventions in assisting families to improve protective factors (e.g., communication) and adolescents to reduce sexual risk behaviors provides valuable insight for how to successfully work with families to reduce the HIV-related risk behaviors of their children. We identify the common elements or those family practices and constructs that are targeted to produce change across these evidence-based interventions to inform providers and clinicians in their own work to improve protective factors and reduce adolescent risk behaviors. The common elements provide direction on what should be targeted and encouraged in families to im-prove adolescent outcomes. Currently access to evidence-based family programs is limited; however, the reach of these interventions into practice can be extended by the identification of the elements that are common across interventions to further build evidence-based practice with families.
The examination of common elements across evidence-based interventions has precedence in the child and youth treatment literature (Chorpita, Becker, & Daleiden, 2007; Chorpita, Daleiden, & Weisz, 2005) and more specifically in HIV prevention (Rotheram-Borus, RotheramBorus, Swendeman, et al., 2009) . Recurring findings indicate different psychotherapeutic models (e.g., cognitive-behavioral, psychodynamic) have resulted in common outcomes (Bickman, 2005) , suggesting there are underlying common elements, effective practices, and constructs in these interventions that extend beyond the theoretical or conceptual approach (Chorpita et al., 2005 ) (e.g., problem-solving and self-monitoring). For example, RotheramBorus, Swendeman, and colleagues (2009) identified common elements at the highest level of abstraction (e.g., establish a framework to understand behavior change). By distilling evidence-based interventions into core elements, the focus of assisting families can move beyond implementation of specific evidence-based interventions toward the incorporation of effective, evidence-based practices. We extend this work by identifying the core and common elements in each of the identified interventions.
Although some of the evidence-based familybased interventions are founded on common theories and conceptual models to inform the design of the interventions (e.g., Social Cognitive Theory, Health Belief Theory), some family-based interventions are also uniquely shaped by other theories (e.g., Ecodevelopmental Framework, Prototype/Willingness Model), and many identify multiple theories or models that guide the intervention. However, their implementation has resulted in common outcomes, increasing protective behaviors and reducing HIV-related risk behaviors. In addition, because each of these family-based interventions is behavioral in nature, seeking to teach skills in parenting and risk reduction., commonalities in the interventions' approaches would be expected. Our overview of these family-based interventions does not focus on identifying the theoretical constructs or the specific techniques (e.g., role-playing activities) that are common across interventions. Rather, we conducted a global review of the intervention manuals and/or the article that described the familybased intervention and its theorized change mechanisms to identify the family practices or constructs common across these efficacious programs. We have identified four common elements contained in each of the seven evidencebased interventions. Although the techniques to address the elements might have differed across interventions, the following common elements were targeted in each of the seven programs. We provide empirical evidence for the focus on each common element, supporting their likelihood as meaningful contributions to the positive outcomes of these family-based interventions, and discuss examples from the programs to illustrate how the common elements are implemented.
Parental Knowledge, Attitudes, and Values
Universally, the evidence-based family-based interventions sought to address parental knowledge, attitudes and values about sex, sexual and reproductive health, and HIV. The interventions acknowledged parents as the primary and preferred providers of sexual information (Martinez, Abma, Copen, & National Center for Health Statistics, 2010) and that parents providing accurate and up-to-date information to their children is crucial. Provision of accurate information is particularly important as prior research has found that parents, even when they provide information to their adolescents, often have inaccurate or incomplete knowledge about contraception and other sexual health topics (Eisenberg, Bearinger, Sieving, Swain, & Resnick, 2004) . Parents require accurate information regarding adolescent development to help place their adolescents' behavior into a healthy context.
Further, parents' attitudes toward adolescent sexual activity influence their adolescents' behavior. Prior research has found that adolescents who perceive their parents as permissive about adolescent sexual activity are more likely to engage in sexual risk behaviors. Conversely, parental disapproval of adolescent sexual activity is associated with lower sexual risk behav-iors (Cox, 2007; Miller, Kotchick, Dorsey, Forehand, & Ham, 1998; Parkes, Henderson, Wight, & Nixon, 2011 All of the interventions incorporated activities that addressed parents' knowledge, attitudes, and values. For example, in the Caribbean Family Workshop, parents and adolescents are presented with a vignette of a young woman who begins her period and her friends tell her that means she will be engaging in sex. The young lady is confused-possibly about the relationship between having her period and sex, whether she can get pregnant, and if her period means she should have a boyfriend. The parents and teens engage in multifamily discussions about what the adolescents know, want to know, and should know about sex.
Foster Positive Relationships
A warm, nurturing, supportive relationship between parent and adolescent has been associated with delayed sexual initiation, increased condom and contraceptive use, and lower pregnancy rates (Cox, 2007; Donenberg, Paikoff, & Pequegnat, 2006; Miller et al., 1998; Parkes et al., 2011) . In general, families that report a warm bond and feel close to each other are less likely to have adolescents with negative developmental outcomes (Braverman, 1999; Cox, Brooks-Gunn, & Research Consortium on Family Risk & Resilience Summer Institute, 1999) . Furthermore, the amount of conflict in and satisfaction with the parent/adolescent relationship is associated with level of engagement in sexual behaviors McBride, Paikoff, & Holmbeck, 2003) . A supportive relationship allows parents to set and enforce rules with their adolescents, which is also important in maintaining positive adolescent behaviors (Parkes et al., 2011) . Having a positive parent/adolescent relationship creates the foundation for communicating, conveying, reinforcing, and internalizing parental values and providing parental support.
All of the family-based interventions used various activities and created experiences within the family to foster and build positive relationships between the parent and adolescent. For example, the Project TALC intervention engaged parents and adolescents in activities such as having the parents and adolescents identify and share positive qualities about each other and their family's strengths, creating a family crest, and having each parent and adolescent write and share a heartfelt, positive letter to the other family member. STRIVE has parents and adolescents remember and share a positive experience at the beginning of the first session to start the intervention with a positive frame, assigns a fun no-cost activity that the adolescent and parent could do together for homework, and uses tokens to affirm any positive connection (e.g., eye contact, head nod, smile, etc.) that is made both in the intervention sessions and at home.
Increase Parent/Adolescent Communication
A construct known to be protective for adolescents and universally incorporated in efficacious family-based interventions is increasing the quantity and quality of communication between parents and their adolescents. Prior studies have found that when adolescents can recall a parent communicating with them about sex that they are more likely to report condom use and delay sexual initiation (Huebner & Howell, 2003; Hutchinson, Jemmott, Jemmott, Braverman, & Fong, 2003; Longmore, Manning, & Giordano, 2001; Meschke, Bartholomae, & Zentall, 2002) . Further, parents must learn that effective communication also includes listening to their adolescent. Prior research has found that when a parent dominates the conversation and talks more, the adolescent is less knowledgeable about sexual health (Lefkowitz, Kahlbaugh, Au, & Sigman, 1998; Whalen, Henker, Hollingshead, & Burgess, 1996) .
To varying degrees, each of these family-based interventions focuses on five aspects of communication (Akers et al., 2011) : (1) The interventions used a number of techniques to increase a parent's skills for communicating with their adolescent. For example, in the Familias Unidas intervention, parents organized discussion circles with their adolescents to enhance parent-adolescent communication within a safe and supportive environment. The discussion circles were an initial step toward establishing regular discussions between parent and adolescent, as well as increase the adolescent's comfort about having conversations with their parent about difficult topics. In the FACTS & feelings intervention, parents and adolescents watched a video in the first session that addressed the social, emotional, and physical changes in puberty as well as the stress that those changes cause. To increase communication skills, vignettes illustrated less effective and more effective communication skills followed by a discussion between parent and adolescent. Each of the family-based interventions provided a safe and supportive space to begin conversations about sexual behaviors and reproductive and sexual health that carried over at home between sessions and once the intervention was completed.
Foster Parental Monitoring
All of these interventions focus on providing experiences and skills that increase parental monitoring. Parental monitoring has been found to be protective against adolescent risk behaviors, including inconsistent condom use, multiple sex partners, recent marijuana and alcohol use and STIs (Baptiste, Miller, McBride, McKay, 2007; DiClemente et al., 2001; . Monitoring operates by minimizing opportunity and involvement of adolescents in risky situations and reduces unsupervised exposure to negative media content and peer influences (Brown et al., 2006; Huebner & Howell, 2003; Wight, Williamson, & Henderson, 2006) .
The Strong African-American Families intervention families were taught to use nurturant-involved parenting along with high levels of monitoring and control (Brody et al., 2008) . One way this was accomplished was through family discussions and role-plays within a small group setting about the rules and expectations of the parent. In the Im-PACT intervention, parents and adolescents watched videos that showed parent-adolescent conversations and adolescent-adolescent discussions about parental monitoring. After the review of the video, parents and adolescents were encouraged to talk about the importance of parental monitoring and collaboratively created family rules and expectations around monitoring. Although the interventions addressed parental monitoring in a number of different ways, attending to the construct appears to be the key.
In addition to identifying the common elements of these interventions, it is important to note that all the programs used interactional techniques. All interventions shared common techniques for discussing and conveying information and addressing the common elements. Each of the interventions prioritized the interaction between the parent and the adolescent to build a sense of self-efficacy and competence. Whether the families were watching videos, reading vignettes, or explaining their perspective to each other, they were engaged in a practice that incorporated interactive discussions, demonstrations, roleplays, media, and take-home activities. Similar to the common techniques identified in other evidence-based adolescent HIV prevention programs, the family-based interventions also included activities to assist families in processing and integrating the information and skills that were discussed in each intervention session (Ingram, Flannery, Elkavich, & Rotheram-Borus, 2008) .
Implications

Implications for Practice With Families
It is important to note that the identified common elements were not reflected in a single activity or interaction. Rather, the elements were integrated across multiple activities and implemented in a variety of ways (e.g., parents and adolescents together, parents alone, game, role-play). The diversity in strategies to com-municate these common elements suggests there may be multiple means for shifting a family's behavior. Therefore, there is flexibility in the manner in which a clinician or provider attempts to meet the goal of reducing the adolescents' sexual risk behaviors. It may be less important whether a specific role-play or discussion is used. Rather, ensuring that an activity appropriately and competently addresses the common elements within the context of a particular family may be what is most important.
A foundational construct in all the interventions was addressing parental knowledge, attitudes, and values. Strikingly, this was often addressed with parents, without their adolescent children present. Having parents discuss these issues without their adolescents helps to ensure misconceptions and misperceptions are identified and corrected, understanding and expectations about developmentally appropriate adolescent behavior is established, and parents are allowed to clarify values. Discussions often included consideration of which parental values and expectations were most important and the optimal ways to communicate these values to their adolescent children. As such, these discussions often developed into consideration of strategies and interactions aimed at strengthening and fostering positive parent/child relationships and communication. Often clinicians and providers focus on educating adolescents; however, this focus should not be at the expense of providing parents the vital information they need to assist their adolescents. Thus, consideration should be given to spending time alone with parents to address their knowledge, attitudes, and behavior.
Another important aspect of effectively addressing adolescent sexual risk behaviors is fostering positive relationships and communication between parents and their adolescent children. Learning to appreciate the strengths of individual family members, as well as the family as a whole, lays a foundation for open, truthful, and respectful communication between parents and their adolescent children. In working with families, an effective practice is likely to include creating opportunities for families to identify these strengths, either through guided discussions or activities such as writing a letter of gratitude to other family members. The feelings of comfort, safety, and appreciation reinforced within the family allow both parents and adolescents to more effectively communicate. Clinicians and providers should strive to create such a space.
Increasing the quality and quantity of communication between parents and their adolescents was integral in these interventions. Those programs that measured parent-adolescent communication noted improvement in frequency, quality, intentions, comfort, and selfefficacy for communicating about sex (Akers et al., 2011) . Further, communication skills apply to the breadth of issues and conflicts that parents and adolescents experience, from parental monitoring to condom use. Some of these interventions also have families recognize and discuss where flexibility exists (e.g., curfew, when chores are completed) and initiating manageable negotiation between parents and adolescents. Effective communication is necessary for addressing potentially volatile topics, such as rule enforcement, monitoring, and romantic relationships. Although clinicians can serve as mediators between parents and adolescents, consideration should also be paid to spending time fostering effective communication within families and creating a safe space where families are able to practice, receive feedback, and improve their communication skills. This often requires the clinician's involvement in providing supportive feedback to families.
The common elements also appear relevant for a wide variety of families. These familybased interventions have successfully targeted adolescents of color, a vulnerable population that is often hard to reach and engage in services. The outcomes from the identified interventions suggest that family-based strategy in general, and by extension the common elements in particular, appear to be an effective way to reach this population. Engaging adolescents of color by involving their families in prevention programs is particularly salient given that about 25% of new infections in the United States are among adolescents, and African-American and Latino/a young people, in particular, continue to be disproportionately represented (Morris et al., 2006; Rangel, Gavin, Reed, Fowler, & Lee, 2006) . African Americans accounted for 55% of all HIV infections reported among young people aged 13 to 24 years (Centers for Disease Control, 2005) and the rates of HIV infection among Latino/a young people was 2.5 times that of European Americans (Centers for Dis-ease Control, 2010) . The success of these preventive interventions suggests the common elements are potentially useful with families from different ethnic, racial, and cultural backgrounds.
Implications for Adaptation and Dissemination of Evidence-Based Interventions
The need to identify common elements is driven by the major challenge of widespread adoption and promotion of empirically supported interventions. The challenge of dissemination of evidence-based HIV prevention interventions has been discussed elsewhere (Collins, Harshbarger, Sawyer, & Hamdallah, 2006; Eke, Mezoff, Duncan, & Sogolow, 2006) and has been an issue for psychological treatments in general and in children's mental health in particular (Barlow, 1997; Schoenwald & Hoagwood, 2001; Weisz, Donenberg, Han, & Weiss, 1995) . Challenges have included a disconnection between the evidence-based intervention and community practice, the relative cost of implementing the interventions (Holtgrave & Kelly, 1996; Pinkerton, Johnson-Masotti, OttoSalaj, Stevenson, & Hoffmann, 2001 ), intervention complexity and the lack of resources for training providers to deliver the intervention, and implementation and maintenance costs.
Furthermore, when evidence-based interventions are implemented in community and clinical settings, they are often modified or adapted (Dworkin, Pinto, Hunter, Rapkin, & Remien, 2008; Rebchook, Kegeles, & Huebner, 2006; Rohrbach, Grana, Sussman, & Valente, 2006) to meet the needs of clients or consumers. Consequently, a pressing need to identify the active elements of the interventions and how to address questions of intervention fidelity has emerged. In response, the Centers for Disease Control, who are disseminating efficacious HIV prevention interventions through their Replicating Effective Programs (REP) and Diffusion of Effective Behavioral Interventions (DEBI) initiatives, have developed an adaptation guide to assist health departments and community-based agencies to adapt the interventions for specific target groups (e.g., gay and bisexual Latino and Black men). Therefore, clinicians and community partners have specific, efficacious HIV prevention interventions and some guidance about how to adapt those interventions to their clients. Unfortunately, although eight of the current 28 DEBI programs being disseminated focus on youth, only one program includes parents (Wu et al., 2003) . Furthermore, that particular intervention is not family based, rather it is parentbased and includes a video and discussion with parents separate from the eight sessions of intervention delivered to the youth.
Although vehicles exist to assist providers in identifying and adapting evidence-based interventions into their practice, a gap exists for family-based programs. While dissemination of these interventions remains an important priority, identification of the common elements from these programs can be beneficial. By distilling these evidence-based interventions into core elements and processes, the focus of assisting families can progress beyond implementation of specific evidence-based interventions toward a direction of adapting evidence-based interventions and the incorporation of effective, evidence-based practices. Furthermore, identification of universal constructs can assist providers and clinicians to incorporate evidence-based content or elements and processes into their work with families.
Conclusions
A long series of studies has demonstrated that adolescent sexual knowledge and practices are associated with parent characteristics, underscoring the need for and importance of a family-based focus to address adolescent HIV risk behaviors (DiClemente et al., 2001; Dittus, Jaccard, & Gordon, 1997; Fisher, 1987; Fox & Inazu, 1980; Leland, Barth, & Cunningham, 1993; Newcomer & Udry, 1985; Pick & Palos, 1995) . As reviewed here, family-based interventions have been successful in improving the immediate and distal HIV-related outcomes of adolescents, including condom use, family communication, and substance use.
The current article identified the common elements of those efficacious family interventions. The common elements can assist providers and clinicians to incorporate evidence-based practices and constructs into their work with families. Clinical practice with families can benefit by focusing on increasing parental knowledge and clarifying values, fostering positive parent and adolescent relationships, strengthening the communication skills of parents and adolescents, and fostering parental monitoring in work with families. In addition, identification of the common elements can assist clinicians and providers in adapting evidence-based programs once they are disseminated and become available.
The constructs identified in this article are not intended to be a definitive list of strategies necessary for taking a family approach in reducing the sexual risk behaviors of adolescents. Rather, the core elements represent components of an efficacious approach and present an effort to reach providers with evidence-based strategies.
